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Abstract 
 
There are no reported education programs specifically focusing on the needs of rural 
health workers in the area of violence against women. The most commonly reported 
contact sought by women experiencing injuries and health problems associated with 
violence and abuse is with health workers. Women report a failure by health workers 
to make direct enquires, which may be due to their lack of education and confidence 
in responding to these issues. A convenience sample of 60 community-based rural 
health workers from a range of occupations and settings within the Wide Bay Health 
Region, Queensland, participated in the evaluation of a self-paced, distance education 
package on violence against women. The package contained seven modules. These 
included written and audio tape material, and activities that together formed a 
community development approach to addressing the needs in the participants' local 
community. Participants were given a mentor and teleconference support during the 8 
weeks allocated to complete the package. A pre- and post-course evaluation, 
containing quantitative and qualitative data, was completed. Analysis of the 
quantitative data identified significant changes in participants' knowledge, and the 
qualitative data highlighted an increased sense of confidence in assisting women, 
forming support networks and using resources more effectively. Participants reported 
the most useful aspects of the package were: (i) modular- and user-friendly format; (ii) 
flexible, practical, health-focused content; and (iii) real world examples 
 
Introduction 
 
The aim of the project was to develop, implement and evaluate a self-paced distance 
education program on violence against women for rural community-based health 
workers. Its goal was to assist them to respond to the needs of women experiencing 
violence. The paper provides an overview of the need, development and evaluation of 
the package. The conclusions are based on the formal and informal evaluation of the 
effectiveness of the education package by 60 rural community-based health workers 
in the Wide Bay Health Region, Queensland. 
 
A focused literature review was undertaken to ascertain the nature and extent of 
training, both nationally and internationally, offered to rural community-based health 
workers in relation to violence against women. Most of the sources of data were from 
overseas due to the scant availability of scholarly Australian literature, both published 
and unpublished, on the topic. It should be noted that much of the literature examined 
makes particular reference to 'domestic violence', with a focus on physical and sexual 
abuse, to the exclusion of other forms such as emotional and economic abuse. 
 
Reviews of education and training of health workers in the United States of America 1 
(USA) and Australia 2 in relation to violence against women, indicate that health 
providers have limited education or training to deal with the issues of violence against 
women. The National Training Guidelines developed by the Australian National 
Council on Violence Against Women (1992) stated that thousands of graduates, 
including nurses, social workers, police, lawyers and doctors, who work in an area 
characterised by its complexity and potential lethality, lacked both the knowledge and 
skills to assist women safely. 3 Lack of training has been reported as leading to a 
feeling of powerlessness on the part of physicians when confronted with suspected or 
overt violence. 4 Health workers have been reported as failing to respond or 
responding inappropriately to women experiencing violence. 5 9  
 
In an attempt to address the educational issues, models have been developed in the 
USA and Australia to assist in the training of health workers, particularly physicians 
and nurses. 6,10 12 There were, however, no programs covering the spectrum of 
violence against women that specifically addressed the needs of rural health workers. 
 
To address the absence of educational opportunities, this project was developed. It 
aimed to develop and evaluate a self-paced, distance education package based on the 
educational needs of a group of self-selected rural health workers. 
  
Development of the education package  
 
Initially a needs analysis was conducted in the Wide Bay Health Region, Queensland, 
using a qualitative approach. 13,14 The intention of this initial step was to clarify the 
need for, and the desirable content in, an education package. Six focus groups, either 
face-to-face or via teleconference, were conducted with 52 rural, community-based 
health workers. Analysis of the data identified the following areas to be included in 
the education package: (i) the role of the community health worker; (ii) strategies to 
empower women; (iii) enhancing and developing supportive networks; (iv) building 
community development action; (v) violence against women as a public health 
concern; and (vi) 'where to next?' for community health workers. 
 
Based on these findings, an educational package was developed to meet the specific 
requirements of rural community-based health workers (RCHW). It was designed to 
enhance the effectiveness and responsiveness of the individual worker, within the 
context of both the service/agency and the wider community. Adult education 
principles and feminist research guided the development of the package. Effective 
intervention strategies that empower women are based on the application of relevant 
knowledge, attitudes and skills. Feminist education models focus on promoting social 
and structural change through individual change, and are designed to enable students 
to facilitate positive outcomes for women. Four levels of change were addressed: 
 
(1) The microlevel, which focused on the individual response and aimed to change the 
knowledge, attitudes and skills of the worker. 
 
(2) The organisational level, which focused on enhancing service/agency response 
through strategies such as policy and protocol development and implementation and 
networking. 
 
(3) The community level, which concentrated on the development and coordination of 
service delivery. 
 
(4) The societal level, which examined cultural influences and their dynamic inter-
relationship with the preceding three levels. 
 
In addition, the five action areas of the Ottawa Charter for Health Promotion 15 
(World Health Organization, 1986) were used as the framework for the seven 
modules within the package. The five levels are: (i) building healthy public policy; (ii) 
re-orientating health services; (iii) developing personal skills; (iv) creating supportive 
environments; and (v) strengthening community action. Within each module there 
was a range of readings, activities, and audio taped interviews with women who had 
been subjected to violence. Together the modules aimed to guide the participants 
through a community development model. It included the role of the community 
health worker, the re-orientation of community health services, the development of a 
knowledge base, the creation of supportive environments to promote an empowering 
response, the strengthening of the community response, and the building of public 
health policy. The model was designed to develop a rural community-coordinated 
response to violence against women. The educational assessment for participants was 
the development and writing of a funding submission for a project. This was separate 
from the formal pre- and post-course questionnaire used for the project evaluation. 
 
Evaluation method 
 
Two methods of data collection were used to evaluate the effectiveness of the 
education package. Formal evaluation took the form of a comparison between the 
quantitative and qualitative data collected from the pre- and post-course questionnaire. 
The quantitative component of the questionnaire was based on a tool developed by 
Roberts et al. for use with health professionals in Accident and Emergency 
Departments. 12 The tool was subsequently used by McCosker and Duncan to 
examine the knowledge and attitudes of midwives to the issues of violence and 
women. 16 Neither of these studies collected qualitative data, which was considered 
necessary in this study. It was anticipated that the qualitative data would allow 
elaboration of the quantitative findings. Murphy and O'Leary suggest that quantitative 
analysis may restrict the understanding of the personal issues of violence against 
women, and the psychological, social and historical conditions within which victims 
and health workers deal with this issue. 17 The pre-course questionnaire data 
provided the project team with a background to the level of understanding of 
participants before commencing the program. 
 
In the questionnaire, closed, forced choice questions were used for issues such as 
participants' beliefs about violence against women, the Domestic Violence (Family 
Protection) Act 1989, indicators of violence, the use of community networks and the 
relationship between health workers and violence against women. Sources of 
information were treated in a similar manner. Open-ended questions were used to 
explore concepts of health promotion, the level of understanding of existing policies 
and statements relating to violence against women, issues relating to perpetrators of 
violence, service networks and community support. In addition, written feedback 
about the package was obtained through the evaluative questions asked at the end of 
each module. Verbal feedback, which was given by participants to mentors during 
teleconferences used to support course participants, was also collected. 
  
Sampling  
 
All RCHW in the Wide Bay region were offered the opportunity to participate, and a 
convenience sample of 60 self-selected RCHW was eventually used. Participation in 
the program required the completion of a signed contract, and the pre- and post-course 
questionnaire(s). Thirteen participants failed to complete the post-course 
questionnaire, due to early withdrawal, reportedly related to work and family 
commitments. The comparative results, therefore, only included the data from the 47 
participants who completed both the pre- and post-course questionnaires. 
  
Data collection  
 
Participants completed the pre-course questionnaire before being sent the educational 
package. This was to be completed in approximately 8·weeks. During this time, three 
teleconferences were held for groups of 810 of the participants with a mentor. The 
mentor was a member of the research team who provided support and encouragement, 
and facilitated group discussion of the issues arising from the package. On completion 
of the package a post-course questionnaire was sent. It was returned along with the 
evaluations completed as part of the modules within the package. The assessment 
component of the package involved participants, either individually or in small groups, 
in the preparation of a submission for funding of a project relevant to the local 
communities. 
 
  
Data analysis  
 
Analysis of the quantitative data was undertaken through the use of the SPSS 
computer software package (Version 6.13; SPSS Incorporated, USA). The pre- and 
post-course quantitative data were tested for significant change in the accuracy of 
each participant's knowledge using Wilcoxon matched-pairs test, as the same 
questions were used in both pre- and post-course questionnaires. The qualitative data 
were categorized through the use of the NUD*IST computer software package 
(Version 4.0; Qualitative Solutions and Research Pty Ltd, USA). The data were 
examined for changes in both knowledge and attitude with regard to the perceived 
role of the health professional at individual, agency, community and societal levels. 
 
Results 
 
Where relevant, the headings used in the questionnaires have been retained to present 
the qualitative and quantitative results from the pre- and post-course questionnaires. 
Representative quotes will be used where appropriate. 
  
Sample demographics  
 
The RCHW who participated in the pilot education program represented a range of 
health disciplines (Table 1). Although there was broad representation, nurses formed 
the predominant group (38%), followed closely by refuge workers (28%). Nurses also 
formed the largest health worker group in the rural area studied. The nurses worked in 
a range of settings in the region including community, school, child, mental and adult 
health services. A cross-section of allied health disciplines were represented (11.7%).  
 
 
 
TABLE 1 : Occupation distribution of participants who completed the pre-course questionnaire  
 
Of the total, 2% were Aboriginal and Torres Strait Islanders workers and Correctional 
officers. There were no medical practitioners in the sample. 
 
There was considerable variation in participants' ages with the majority of participants 
aged between 25 and 45 years (77%). Almost half were 3645·years (Table 2). An 
overwhelming majority of participants were female (98%). This finding was 
consistent with the gender balance amongst RCHW in the region studied. 
 
 
 
 
 
TABLE 2 :  Age distribution of participants who completed the pre-course questionnaire  
 
The previous education and training background of participants in the area of violence 
against women included 13% who had university experience, 52% who had attended 
workshops and 42% who had in-service training on the topic. There was, however, 
variation between groups with 23% of refuge workers experiencing in-service training 
compared to 7% of nurses. In contrast more nurses had attended workshops (23%) 
compared to refuge workers (15%). 
  
Perceived extent of the problem  
 
Participants were asked to comment on their perception of their own contact with 
women experiencing violence. There was a significant change in the perceived extent 
of the problem; in the pre-course questionnaire, responses indicated 1650 contacts 
with women subject to violence and in the post-course response 44500 contacts. None 
of the participants changed occupation, nor was there a reported increase in violence 
against women during the study period. The change may have been due to the 
participants' increased knowledge of some of the indicators of violence against 
women. Changes were also noted in the definitions of violence against women, which 
may also have accounted for the change. 
  
Definition of violence  
 
In response to the question, 'How would you define violence against women?', 
physical and emotional acts as a response decreased by 9%, while power and control 
as a response increased by 16%. 
 
Participants' responses in the post-course questionnaire included: 
 
 
Any behaviour imposed upon a woman that is detrimental to her health and well-
being. Any behaviour that restricts or abuses a woman's rights could be defined a 
violent act. 
 
 
 
Any deprivation of freedom or rights. The physical acts perpetrated against women, 
the isolation of women from their family and friends, denying of women being 
allowed to work or being involved in activities. 
 
  
Knowledge  
 
There were two main areas of knowledge identified during the needs analysis, and 
which were assessed using forced choice questions. The first set of questions, in 
which there was significant change, related to identification of victims. These 
questions were based on existing studies, which identify the specific effects on 
women of violence. 
 
Post-course participants demonstrated an increased awareness of the indicators of 
violence as illustrated in Table 3, which represents a summary of significant (P< 0.05) 
changes. 
 
  
TABLE 3 : Participants' change in response to which indicators they would consider as important for 
identifying a woman experiencing violence (P < 0.05)  
Legal information, particularly about the Domestic Violence (Family Protection) Act 
1989, was also identified by the needs analysis as important. The questions identified 
in Table 4 were those in which there were significant (P< 0.05) changes in pre- and 
post-course knowledge. Knowledge of health promotion was explored through open-
ended questions. 
  
 
 
TABLE 4 : Participants' pre- and post-course knowledge* relating to the Domestic Violence (Family 
Protection) Act 1989 (P < 0.05)  
Health promotion and the healthcare system  
 
The issues of health promotion and the role of the health system were explored 
through qualitative data. When asked, 'How health promotion relates to the issue of 
violence against women?', there was a 17% increase in those who stated that it could 
lead to a change in attitudes. For example: 
 
 
Health promotion can empower the individual/service deliverers/community and 
society towards changing attitudes and actions/behaviours to a more healthy lifestyle 
and promote well-being for all. 
  
In the post-course responses, there was an 11% increase in those who thought that an 
important role of the health system was education. Statements by participants 
included: 
 
 
Effective information for people at present. Education of staff and community about 
issues and effects of violence on all who live in this condition. 
 
 
Identification of victims was also perceived as a more important role by 9% of 
participants following the package. For example: 
 
 
They have a role to identify victims, admit the client to hospital for care if required, 
inform the client of options that are available and ensure there are facilities for her 
safety. 
 
 
Within the evaluation, changes not only in knowledge, but also perceptions and 
attitudes of the role of community-based health workers, were perceived to be 
important. 
  
Health worker involvement  
 
Ten statements asking participants about their knowledge and attitudes to health 
worker involvement with victims of violence were included in the questionnaire, and 
there were changes in half of these. For example, there was a 15% increase in 
participants who disagreed or strongly disagreed that 'health workers should only get 
involved if a woman directly requests help'. In a similar vein there was a 24.6% 
increase in those that disagreed or strongly disagreed with the statement 'health 
workers should respect the privacy of the family when considering what course of 
action to take in cases of domestic violence'. 
  
Community networks  
 
A section exploring participation in community networks found that before 
commencing the learning package only 46.7% of respondents participated in networks, 
while 76.6% did so at the time of the post-course questionnaire. There was a 74.5% 
positive response to the question, 'Does your service address the issue of violence 
against women?' in comparison to 53.8% pre-course. When asked, 'Are there gaps in 
your service that exist in addressing the issue of violence against women?', 80.9% 
responded positively post-course compared to 70% at the time of administration of the 
pre-course questionnaire. 
  
Participant evaluation of the package  
 
Synopsis of the written responses of participants at the end of each module and verbal 
comments during the teleconferences raised both positive and negative issues. Overall 
there was a positive response to the package with 82% of participants stating that the 
package had increased their knowledge, was informative, relevant and increased their 
ability and sense of empowerment in being able to respond to women. Their 
comments included: 
 
 
I feel more confident in handling cases where I would suspect some violence against 
women; I hope I can respond appropriately. 
 
 
 
After completing the package I feel I have grown personally and professionally feel 
more able to advocate for myself and the women with whom I come in contact. 
 
 
 
I have a concept of how changed awareness happens  it begins with the individual 
working through the community to impact government policy. 
 
 
The responses to the applicability of the package to their workplace included a 
decreased reliance on others, increased networking and as an aid to submission 
writing. The overall response related to the appropriateness of the community 
development focus. For example: 
 
 
As a community health nurse, working in an Aboriginal community, working more 
closely with community organisations and spreading the message of community 
ownership of violence. 
 
 
 
Immensely as it provides a theoretical base and practical skills I can use to assist my 
clients in an empowering rather than controlling manner. 
 
 
Involvement in the program had led to changes in the practice of some participants. 
This included better advocacy, increased community involvement, changes in 
community and individual attitudes and awareness. For example: 
 
 
I now have more incentive to be involved in implementing programs on various issues 
and am keen to be involved in community groups/activities. 
 
 
 
Having a team approach/togetherness working in a community where domestic 
violence affects one and all. 
 
 
The aspects of the package perceived by participants as the most important and useful, 
apart from its generally 'user-friendly approach', were: 
 
(1) The health focus. 
 
(2) The 'real world' nature of the tapes, on which women discussed the nature of their 
experiences of violence. 
 
(3) Practicality and flexibility  modular nature, working at home in own time and pace. 
 
(4) The shared learning and networking opportunities achieved through the 
teleconferences. 
 
(5) The linking of education (learning) and practice through the development of a 
practical community needs-based project, which was the outcome of the submission 
writing project. 
 
The words used by participants to describe the package included, 'eye-opener, 
educative, informative, demanding, enlightening, overwhelming, realistic' and 'about 
time'. 
 
The negative aspects of the package related to: 
 
(1) The unrealistic nature of the time frame (the initial 8·weeks which has since been 
expanded to 14). 
 
(2) The size of one module in comparison to the others and the volume of work. This 
has been addressed in the revised version of the package by extending the suggested 
time of completion. 
 
(3) Content not covered but which participants would have liked included the effect of 
domestic violence on children, the role of the police and general legal and perpetrator 
program(s) information. 
 
The negative aspects have been addressed by including some of the requested content 
in the revised package and by extending the suggested time of completion. 
 
Discussion 
 
The outcome of the evaluation of the self-paced package was predominantly positive. 
Significant changes were observed in the knowledge and attitudes of participants as 
indicated through the analysis of the pre- and post-course quantitative data. These 
results were supported by the changes in the qualitative responses. One example of 
change in participants' knowledge related to the use of a health promotion framework. 
This facilitated a change in participants' conceptualisation of the role of health 
promotion, health workers and the healthcare system, which led to broader views of 
their own role beyond the individual to the community and society responses. 
 
The knowledge and attitudinal changes could have had limited impact if they had not 
led to changes in responsiveness to and interventions for women experiencing 
violence. Participants' responses indicated that knowledge of the indicators and 
definitions of violence led them to an increased responsiveness to women at risk. 
These responses included increased identification of at-risk women, use of 
networking to optimise resource use and the individual worker's confidence to 
respond to issues of violence. 
 
The changes in perception of health worker involvement may have been a reflection 
of participants' confidence associated with increased knowledge about identifying 
women experiencing violence. The myths associated with women and violence have 
led health workers in other studies to perceive it as a 'private matter'. 12,16 These 
studies also identified increased identification and responsiveness following a change 
in health professionals' knowledge. 
 
These responses suggested that the issues identified by the original focus groups, 
including the public health nature of violence against women, their role as a 
community health worker and the identification of strategies to empower women, 
were addressed by the package. The reported increase in the use of community 
networks and recognition of the role of the community in empowering women was 
also an important outcome. 
 
The use of both self-pacing and distance mode learning strategies, with associated 
flexibility, were clearly identified as important for RCHW, who might be isolated 
from other types of education and training. The 'real world' focus on the multifaceted 
nature of violence affecting women, combined with the relevant nature of the 
submission writing project, led to participants feeling the completion of the package 
had some 'real' practice rather than purely educational benefit. This was reflected in 
their comments about increased confidence in responding to women and an ability to 
advocate not only for individual women but also for changes in or increased services 
for women. 
 
Based on the findings of this study there is a need for a much larger study, which 
includes all professional groups of rural health workers, especially general 
practitioners who did not self-select for participation in this study. 
 
Conclusion 
 
The goal of the self-paced education package on violence against women was to 
provide participants with knowledge, empathetic attitudes and intervention skills that 
could be incorporated into their practice at four levels: (i) the individual; (ii) 
service/agency; (iii) community; and (iv) society. The evaluation sought to measure 
the change in knowledge and attitudes of participants in response to this learning 
package. Analysis of the data concluded that participation in the education package 
increased participants' knowledge of: (i) networks and the role these play within the 
community; (ii) the role of health workers in supporting women and facilitating help; 
(iii) policies relating to the Domestic Violence (Family Protection) Act 1989; and (iv) 
dissemination of information and the indicators of violence against women. The 
effectiveness of the package can be partially attributed to the needs assessment 
component of the project, which allowed accurate identification of the needs of the 
target group. 
 
Refinement of the package, after consideration of the evaluation results and specific 
issues highlighted by participants, will ensure that further editions will meet the needs 
of rural community-based health workers. Further research is required to evaluate the 
long-term and sustained role of an education package on the effectiveness of health 
workers who provide services to women affected by violence. 
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